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Female Genital Mutilation in Egypt 
 
I. Abstract 
Objectives: This study uses secondary analysis of the Egypt Demographic and Health 
Surveys (DHS) of 1995, 2000, and 2008 to better understand what sociodemographic factors are 
associated with daughter’s female genital mutilation (FGM) and how those associations have 
changed over time. It also examines whether the preference of daughters’ circumcision depends 
on the parent’s age? Methods: Bivariate and multivariate analyses using logistic regression to 
determine the likelihood of daughter’s circumcision given five different sociodemographic 
characteristics related to both the mother and father. These associations were examined at three 
different years to see how they changed over time. Results: for bivariate analysis, employed 
father with higher education, women who married to men with educational level less than her 
own are negatively associated, and mothers who married to men with educational level more 
than her own, older mothers, and older fathers are positively associated with likelihood of having 
a daughter who was circumcised.  For multivariate analyses, only older mother and older father 
increased the likelihood of having a daughter who was circumcised for all three years. 
Conclusions: In Egypt, father’s education is not like mother education and has no association 
with FGM. Similarly, father employment status, mother marrying up, and mother marrying down 
in educational level, also have no association. In addition, the parent’s preference for daughter 









Female Genital Mutilation (FGM), also known as Female Genital Cutting (FGC) or 
female circumcision (traditional name), is defined as any practice that leads to complete or 
incomplete cutting and removal of female external genitalia or any injury to the female genital 
organs for any reasons other than a medical one.1,2
,3
 According to the WHO/UNICEF/UNFPA 
Joint Statement, FGM divided into four main categories, depending upon which of the female 
external genitalia are cut and removed. (Table1)
4 
 Historically, there is no clear information about the beginning of FGM.1,5 One theory 
argues that FGM was practiced from second millennium B.C.E until the beginning of the first 
millennium C.E in the Middle Nile among the Meroite Civilization, and from there it spread to 
the other sites.
6
 There were signs of genital cutting found among female Egyptian mummies that 
dated from the sixteenth century B.C.E.6-8.  During his visit in the fifth century, Herodotus found 
ancient Egyptians performing genital cutting.
6
 Some believe it started in ancient Egypt as a 
distinction mark for them, and other theories suggest it began in ancient Greece, Rome, the Arab 
World or Tsarist Russia.1,5,8 Others believe it started in several regions at the same time for 
different purposes.5    
FGM is a damaging practice with no health advantages for the girls and the women.
9
 In 
fact, it causes many physical, psychological, psychosexual and reproductive problems for 
them.1
,5,9
 Because FGM is done on women when they were children, it is considered a violation 
of child rights.3,9 Moreover, at the international level it is considered a violation of the human 
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rights of both girls and women.1,9 According to World Health Organization (WHO) about 140 
million women all over the world have been exposed to and live with consequences of FGM; 
nearly 101 million African girls who are ten years and older already have been subject to 
FGM.9,10 Annually, about three million African girls are at risk of being subjected to FGM.9,10,11 
There are several justifications given for FGM practices, including religious, social and 
cultural reasons. 1) Religious justification: Though there is no clear mention of FGM either in 
the Quran or the Bible, many people believe that religion is the reason behind their practice of 
FGM.
5,9
 Religious leaders have different opinions regarding FGM. Some are against and others 
are for the FGM practice
6
. In some communities people do FGM because of the social pressure, 
as they do what the other people do in their surrounding community.
9 
2) Social justification: 
Many people believe FGM decreases a woman’s sexual desire, and consequently it ensures her 
resistance to any sexual act. Therefore, it protects her virginity before marriage and her 
faithfulness after the marriage.
9 
3) Others have a cultural believe that FGM is important for 




In Egypt, the first social movement against FGM was in 1920.12 From the 1950s through 
1970s all of the anti FGM messages focused on the adverse health consequences. 13  In 1979 the 
first conference in Egypt to discuss FGM publicly was arranged by the Cairo Family Planning 
Association.12  The International Conference on Population and Development (ICPD) in 1994 
held in Cairo was the pivotal step in fighting FGM in Egypt.14 This was the first time that 
Egyptian non-governmental organizations (NGOs) were allowed and encouraged by the 
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government to meet together, present and discuss this problem from each organizational 
perspective and share their thoughts about it.14 This governmental encouragement was important 
for the success of the ICPD and to give an ideal picture about Egypt, which was linked to 
terrorism activity during that time.14 During the conference, the Egyptian government, 
(represented by the president, Hosni Mubarak, and the Ministry of Health), released a declaration 
that FGM is so rare in Egypt that it has nearly vanished from the country. However, CNN 
showed a film of an Egyptian girl undergoing FGM by a lay circumciser.13,14,15 This put the 
Egyptian government in an embarrassing situation during the conference. 14,15 The Mufti of Egypt 
(the Islamic leader who is responsible for religious explanation and clarification)  released a 
statement saying that FGM is not mentioned in the Quran, but Asheikh of Al Azhar ( the leader 
of the biggest Islamic institution in the world, located in Cairo)
14
 had released a fatwa that 
“female circumcision …does honors to the women”.
13 
After negotiation with medical experts who emphasized the risks of FGM done by non-
medical persons, the Ministry of Health for the first time released a declaration prohibiting FGM 
being done by traditional practitioners and allowed doctors to do it in specific health facilities 
during a fixed times and at fixed fees It was hoped that medicalization would eliminate FGM.
13,14
 
The prohibition of FGM by lay practitioners came into force in 1997.
14
  In 2007, after two young 
girls died from FGM done by doctors, the Ministry of Health released a declaration that 
prohibited all health professionals from doing FGM under any situation, whether in private or 
public health facilities
12,16,17
, stating that it would penalize health professionals who continue to 
do it and would close any health facility allowing FGM to be practiced within its confines.
17 
DHS data for 1995, 2000, 2005, and 2008 show that the prevalence of FGM for ever-
married women between 15-49 years old was 97, 97, 96, and 91 percent respectively.7,16,18-20 
8 
 
Also, DHS 2008 showed an increase the number of doctors who did FGM from 55 percent in 
1995 to72 percent in 2008.1,12,16 Unlike a focus on FGM as violation of human rights
7
, the 
medicalization of FGM might be related to the focus on the health consequences of FGM during 
the fight to ban the practice. In addition to its violation of medical ethics, the attempt to 
medicalize FGM led to its encouragement and continuation.1 Type one (clitoridectomy) and Type 
two (excision) are the most common type of circumcision that practiced in Egypt.
1
  
IV. Previous Research (Literature review) 
Mother circumcision status 
A hospital-based study done by Rasheed et al. (2011) to measure the prevalence and annual 
incidence of FGM in Upper Egypt from 2000 to 2009 and consequently measured the effects of 
the 2007 law that banned FGM found strong association between mother’s circumcision status 
and daughter’s undergoing FGM.
21
 Also, in both of his studies, Afifi (2009 and 2010) found that 
being an uncircumcised mother is strongly associated with her future intention to discontinue the 
FGM for their daughter.
22,23
 Also, according to Yount (2002), circumcised mothers are six times 
more likely to intend to circumcise their daughters than uncircumcised mothers, and in 
comparison to daughters of uncircumcised mothers, daughters of circumcised daughters are 13 
times more likely to be circumcised .
26 
    
Maternal and paternal education status 
Afifi (2010) found in his study that used DHS 2000 to investigate Egyptian ever married 
women’s beliefs about cessation or continuation of FGM for their daughters, that higher 
education is strongly associated with their intention to discontinue FGM for their daughters
23
. 
Similarly, Dalal et al. (2010), in their study that used 2003 DHS data to investigate women’s 
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attitudes on cessation of FGM in relation to their demographic characteristics, type of 
information they received, and their beliefs, 
 
found that educated mothers are more likely to favor 
discontinuation of FGM.
8
 Also, other studies have found negative associations between parent’s 
education and daughter circumcision. 
1, 24 
However Rasheed et al. (2011) found that parent’s 
education status has no association with FGM.
21
 This finding could be related to the way of 
classification of parent’s education. They categorized them into three categories, which are 
illiterate, can read and write, and educated. I think the second category (can read and write) can 
be interpreted differently by the participants; also, it doesn’t mean having formal education or 
not. El-Gibaly et al. (2002) in their study found negative association between mother’s education 
and likelihood to circumcise their daughter, but father’s education was insignificantly associated 
with daughter circumcision.
25
 Yount (2002) found that mothers with secondary education are 
less likely to circumcise their daughters in comparison to uneducated mothers. Also, she found 
that mothers who married husbands with at least preparatory education have less intention to 
circumcise their daughters in comparison to those who married uneducated husbands.
26
 
Likewise, in comparison to daughters of uneducated fathers, daughter of fathers with secondary 
and more than secondary educational level are less likely to be circumcised. However, this 
association becomes insignificant after control of other maternal factors.
26
          
Mother’s work status 
Dalal et al (2010) found employed women (in comparison to unemployed) were more likely to 
discontinue the FGM practice. However, with multivariate analysis become insignificant.9 Also, 
Afifi (2009) used the 2000 Demographic Health Survey (DHS) to examine the association of 
women’s empowerment and their intention to discontinue FGM for their daughters found ever-
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married women who work outside the home for cash have strong association with their future 
discontinuation of FGM for their daughters.
22
   
Mother’s age 
Afifi (2010) found women of young age intend to discontinue FGM for their daughters.
23 
Place of residence 
A previous study by Tag-Eldin et al (2008) that measured the prevalence of FGM among school-
aged girls found it was higher in rural schools and lower in urban schools, especially private 
schools.
1 
Likewise, Another study by Hassanin et al. (2008) investigated the effects on the 
prevalence of FGM in Upper Egypt six years after a law criminalizing FGM was implemented 
and found the prevalence of FGM was declining, but it was more prevalent in students who lived 
in rural areas than urban areas.
24
 Dalal et al. (2010) and Yount (2002) found women who lived in 
urban areas were more likely support cessation of FGM than those who lived in rural areas.
9,26
 
Similarly, Rasheed’s study found strong association between FGM and living in rural areas.
23
 El-
Gibaly et al. (2002) found circumcision is less prevalent in girls who lived in urban areas.
25 
Religion 
There were many studies that mentioned religion as the main reason of performing FGM.
1, 8, 21,24
 
A study by Yount (2004)  in Minya, Egypt, showed, in comparison to Muslim families, that 
Christian families have a lower percentage of their daughters who have undergone FGM), fewer 
Christian women intend to perform FGM to their daughters, and a lower percentage of their 
families have the severe form of FGM.
7 
Moreover, more Muslim mothers have a positive 
perception of FGM than Christian.
7
 Also, Afifi (2010) found that women who support 
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discontinuation of FGM do not believe that it is religiously important.
21
 In same way, Dalal et al. 
(2010)  that found women who believed that FGM is religiously important and prevents adultery 
are less likely to discontinue the practice.
9
 However, Rasheed et al. (2011) found no association 
between religion and FGM.
23
   
Socioeconomic status 
Both El-Gibaly et al. (2002) and Rasheed et al (2011) found in their studies there was no 
association between socioeconomic status and FGM. Both of them divided the socioeconomic 
status into three categories, which were low, medium, high. For Rasheed et al.’s study, it was not 
clear which socioeconomic indicators they used to classify participants into these three 
categories. For El-Gibaly et al.’s study, they used consumption index which have five criteria by 
which classify participants into these three categories, but it is not clear if this index evidence-
based index that had been used in the literature to measure socioeconomic status. In his study 
that examined the association between gender issues and the reproductive health of Egyptian 
women and their wealth index, Afifi (2009) found poor women (at the lowest wealth quintile) are 
intend to  continue FGM for their daughters.
26
         
In summary, the relation between mother’s circumcision status, mother’s education and 
work status, place of residence, religion and female genital mutilation are already approved and 
studied. However, there is still a controversy about father’s education and its relation to his 
daughter circumcision status. Moreover, no study examines the effect of his employment status 
and FGM of his daughter. Also, there is shortage in the literature regarding the relation between 
the age of both mother and father and their daughter circumcision status. Therefore, this paper 
will examine the relationship between several sociodemographic factors (father’s education and 
12 
 
employment status, and mother marrying up/ marrying down in educational level) and the 
likelihood of daughter circumcision. In addition, it looks at the specific relationship between 
parents’ age and daughter circumcision in Egypt and where this relationship changes over time.  
As a result, this paper will contribute to the literature on circumcision practices in Egypt. 
Furthermore, this is the first study using Egypt’s 2008 DHS for studying FGM, and the first 
study to use three Egyptian DHS datasets to measure trends in the association between the five 
sociodemographic factors and the likelihood of daughter circumcision. The findings from this 
study can help researchers and policy makers better understand the root of the problem and 
develop tailored intervention strategies that help to decrease the incidence of FGM in Egypt 
more effectively. 
V. Study objectives 
 The secondary analysis described in this paper was designed to 1) identify if there is an 
association between sociodemographic factors (father’s education, father’s employment, 
maternal marry up/marry down, mother’s age, and father’s age) and the likelihood of daughter 
circumcision in 1995, 2000, and 2008; 2) explain how these associations (if they exist) have 
changed throughout these years; and 3) determine whether preference of daughter’s mother and 
father for circumcision  “ages out” or not, which means the FGM practice will be disappeared by 
time as the new generation become parents because they will be less interesting to perform it to 
their daughters.   
The 1995 DHS was chosen because it was the first DHS to include variables on FGM in 
its data collection. The 2000 DHS was chosen because of the need to measure the impact after 
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five years of ICPD and the effect of passage of new governmental laws in both 1995 and in 
1997. The 2008 DHS was also chosen because it is the last DHS conducted in Egypt to-date.  
VI. Methods 
Because father is main decision maker at home, and like the mother, he will be concerned 
about marriage of his daughter. Also, the daughter’s mother will not perform FGM to their 
daughter if she didn’t have permission from him. I hypothesize: 1) father’s has major role in 
performing FGM for his daughters. Therefore, both father’s employment and father’s education 
(important as mother’s education and even more) have negative association with FGM whatever 
the mother education is. As result, 2) mothers who married to husbands with educational level 
more than their own are less likely to circumcise their daughter because of the effect of their 
husband and his education, and mothers who married to husbands with educational level less 
than their own are more likely to circumcise their daughter. 3) Preference of daughter’s mother 
for circumcision “ages out.” Therefore, daughter circumcision decreased over time as the young 
women become mothers and are less interested in performing FGM for their daughters. 4) 
Because there is a correlation between mother’s age and father’s age (men at young age will 
marry women at young age, and men at old age will be married to women at old age too), the 
preference of daughter’s father for circumcision ages out too.  
As the relation between mother circumcision status, mother’s education, mother’s work 
status, place of residence, religion, socioeconomic status and FGM already discussed in the 
literatures, I will use them as my control variables.   
Study and sample design: This study is a secondary analysis of Egypt’s Demographic and 
Health Survey (DHS) individual recode data for the years1995, 2000, and 2008.  
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DHS 1995 sample was chosen in three stages. Data from six main Egyptian regions (Urban 
Governorates, urban lower Egypt, rural lower Egypt, urban upper Egypt, rural upper Egypt and 
the Frontier Governorates) were collected by 95 trained individuals over two months starting in 
November 1995.18 Because the number of the households for 1995 DHS from each governorate 
region was not proportional to the size of the population in those areas, the DHS 1995 sample 
was not self-weighting at the national level.18 The response rate was 99.3 percent and 14,779 
ever-married women were interviewed. 18 
The 2000 and 2008 DHS samples were selected in the same manner.  The response rate 
for the 2000 sample was 99.5 percent and 15,573 ever-married women were interviewed.19The 
response rate for the 2008 sample was 99.7 percent and16,527 ever-married women were 
interviewed.20 
Dependent variable: Daughter’s circumcision status (having at least one daughter circumcised). 
Independent variables: 1) Father’s education status (none [reference], primary, secondary, or 
higher); 2) Father’s work status (non-working [reference]); 3) Mother marrying up (in 
educational level);; 4) Mother marrying down (in educational level); 4) Father’s age (age 
intervals include 15-24 [reference]; 25-34; 35-44; 45-54; 55-64; 65-74; and ≥75); 5) Mother’s 
age (age intervals include 15-19; 20-24 [reference]; 25-29; 30-34; 35-39; 40-44; and 45-49). 
Because the 15-19 year old age interval did not have any observations (mothers who had at least 
one circumcised daughter) in 2000, it cannot be used as reference group for each DHS, and to 
keep the consistency, the 20-24 age interval was used as reference group for the three DHS 
datasets.   
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Control Variables: Including 1) Maternal circumcision status (non-circumcised [reference]); 2) 
Maternal education status (none [reference], primary, secondary, or higher); 3) mother’s work 
status (non-working [reference]); 4) Religion (Muslim [reference] or Christian); 5) Place of 
residence (urban [reference] or rural); and 6) Socioeconomic status (poorest [reference]). The 
data for socioeconomic status are available for DHS 2008 only.  
Statistical analysis: Stata 12 was used for the data analysis. After applying sample weights, both 
bivariate and multivariate logistic regression models were used to measure the association of the 
five independent variables (sociodemographic characteristics) and the main outcome (daughter 
circumcision status). Odds ratios and the corresponding p values were examined in bivariate 
models before adjusting for both control and all independent variables simultaneously in 
multivariate models. 
VII. Results  
Population characteristics: 
The minimum ever-married women age was 15 and the maximum age was 49 years old. 
In the same three years, the minimum age for ever-married men were 17, 15, 15 and the 
maximum ages were 95, 90, and 95, respectively. Also, in 1995, 2000, and 2008 about 50.6 
percent (n= 5500), 49 percent (n= 5678), and 22 percent (n= 3644), respectively, of these 
mothers had at least one daughter circumcised (Figure 1). Table 2 displays the percentage and 
number of women who had at least one daughter circumcised in each year according to their age 
interval. As the mother’s age decreases the likelihood of having at least one circumcised 
daughter also decreases. Also, within the same age interval, there is a decrease in the numbers 
and percentage of mothers who have a circumcised daughter from 1995 to 2008. Similarly, Table 
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3 shows that in 1995, and 2000 (it is inconsistent in 2008), the percentage of men who had at 
least one daughter circumcised decreased as their age decreased. As well, in the three years of 
data, and within the same age interval, there is a decrease in the percentage of fathers who have a 
circumcised daughter from 1995 to 2008.  In addition, the number and the percentage of the 
respondents who are included in the data analysis for the five sociodemographic variables are 
shown in Table 4, and mothers’ and daughters’ circumcision rates in each DHS are shown in 
Figure 2.  
Bivariate Analysis 
The results of the bivariate analysis are shown in Table 5. This table displays the crude 
odds ratios [ORs] of the likelihood of having a circumcised daughter for each sociodemographic 
characteristic individually. For each of the three years, increase in father educational level from 
primary to secondary and higher educational level decreased the likelihood of having at least one 
circumcised daughter. However, the likelihood increases somewhat from 1995 to 2008 for 
primary education. The likelihood decreases from 1995 to 2000, and then it increases in 2008, 
for both secondary, and higher than secondary education as shown in Table 5. Also, employed 
fathers are less likely to have a daughter circumcised in comparison to those who were not 
employed. The likelihood increased from 1995 to 2008 .  
In both 2000 and 2008 (1995 was insignificant), women who were married to husbands 
with educational levels higher than their own had an increased likelihood of having at least one 
circumcised daughter. The odd ratios in 2000 were 1.199 then increased to 1.541 in 2008 . In 
contrast, mothers who were married to husbands with educational levels lower than their own 
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were less likely to have at least one circumcised daughter. The odd ratios were 0.843 in 2000  
and then decreased to 0.655 in 2008. 
Table 5 shows there is strong association between mother’s age and having at least one 
daughter circumcised. Within each year, the likelihood of mothers having a circumcised daughter 
increases with increasing age. On the other hand, for each age interval, the likelihood of having a 
circumcised daughter increased from 1995 to 2000, and from 2000 to 2008 (except for age 
intervals 40- 44 and 45- 49, where the association increased from 1995 to 2000, then decreased 
in 2008). In both 1995 and 2000, and in comparison to reference age interval 15-24, as the 
father’s age increased the association with having at least one circumcised daughter increased 
until the age interval 55-64; then the association decreased again. In 2008 and in comparison to 
reference age interval 15-24, there is an inconsistent association with having at least one 
circumcised daughter. Also, for each age interval, this association decreased from 1995 to 2000.  
Multivariate Analysis 
The results of the multivariate analysis are shown in Table 6. In the three years, father 
education (except for higher than secondary education in 2000), father employment status, 
mother marrying up and mother marrying down were insignificantly associated with having at 
least one circumcised daughter.  
In comparison to 20-24 year old mothers, older mothers were more likely to have a 
circumcised daughter in each year. For each age interval, the association increased from 1995 to 
2000, and to 2008 (except for the 40 – 44 and 45- 49 age intervals which decreased), as shown in 
Table 6. Likewise, in the three years and in comparison to the reference group, there was an 
increase in  the likelihood of having a circumcised daughter as the father’s age increased for the 
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first three age intervals (25- 34, 35- 44, and 45-54). However the likelihood decreased again for 
the other last three age intervals (55 – 64, 65-74, and ≥ 75). For each age interval, and in 
opposite to mother’s age, the association decreased from 1995 to 2000, and from 2000 to 2008. 
VIII. Discussion 
This study planned to test the association between five sociodemographic factors and the 
likelihood having a circumcised daughter. Additionally, it examined whether the preference of 
circumcision is related to the parent’s age. For instance, as  the younger generations become 
parents, the circumcision rate will decrease, suggesting that it eventually will disappear. In other 
words, the tradition of circumcising daughters will eventually “age out”.  
 The findings of this study demonstrate that in the three years 1995, 2000, and 2008, 
father’s higher education reduced the likelihood of having a circumcised daughter in bivariate 
analysis. This association became insignificant when controlling for maternal circumcision status 
maternal education status, mother’s work status, religion, place of residence, and socioeconomic 
status. This finding is opposite to the finding of other studies
1, 24
, and similar to the finding by El-
Gibaly et al. (2002) and Yount (2002) .
25, 26
 This could be related to two main reasons: first, even 
though a father may be the main decision maker in the home, educated fathers only know about 
their daughters’ circumcision afterwards, and by that time nothing can be done by him to prevent 
it. In Yount (2002), one mother said, “I deal with issues inside the home and my husband deals 
with things outside the home.” This explains that FGM is an issue of mothers not fathers.  
Second, he might know about the circumcision before it happens, but he likes to follow tradition 
and consequently allows his wife to arrange the FGM for their daughter.  
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 Also, in 2000 and 2008 bivariate analyses, women who were married to men with educational 
levels less than their own were less likely to have a daughter who was circumcised, while women 
who were married to men with educational levels greater than their own were more likely to have 
a circumcised daughter. However, with multivariate analyses and after controlling for all 
variables, both associations became insignificant. Similarly, in both 1995 and 2008, employed 
fathers were less likely to have a circumcised daughter in bivariate analysis, but this association 
becomes insignificant when adding additional variables.  
 Afifi (2010) found women of young age intend to discontinue FGM for their 
daughters.
23
In our study we examined the factor of age from a different view. We examined the 
number and the percentages of mothers and fathers who had at least one daughter circumcised 
after dividing their age into seven intervals. We then examined how the percentage of 
circumcised daughters changed over different intervals in each DHS study year, and how the 
percentage in similar intervals changes over the three years. We found that in every year (1995, 
2000, and 2008), as the mother’s age and father’s age decreased, the percentage of mothers and 
fathers who had a circumcised daughter also decreased. Yet, within the same age interval there is 
no large difference in the percentage of the mothers and fathers who had at least one circumcised 
daughter between 1995 and 2000. However, in 2008 there was dramatic decrease in the 
percentage of mothers and fathers in similar age intervals who had a circumcised daughter. This 
supports our hypothesis that there is a generational effect on the preference for daughter’s 
circumcision, and as newer generations are replacing the older, preference for circumcision “ages 
out”. This suggests that the practice of FGM will eventually disappear as young girls and boys 
become parents. The practice will be less interesting as time goes on. Zayed et al. (2012) 
measured the prevalence of FGM in 2010 in Cairo and Giza after the implementation of the new 
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law in 2007. They found there was no difference in the incidence of FGM among the different 
age groups of females who participate in the study. (They divided participants into three age 
group, ≤ 10 years old; >10 -20 years old; and >20-30 years old) .
7
 This difference in results could 
be related to their small sample size (244 females), and to the study areas, which were two urban 
areas. Therefore, people tend to be homogenous with insignificant differences between them. 
IX. Intervention strategies 
Many studies show that most of FGM cases in Egypt are performed by health care 
providers even after criminalization law in 2007.
 1, 21
 Also, religious beliefs and traditions are the 
main reasons why families perform FGM for their daughters.
 1, 7, 21, 23, 24
 Similarly, Dalal (2010) 
and Afifi (2010) found that in addition to women who believed FGM has negative health 
consequences, those who heard about FGM in printed media, television, community meetings, 
mosque and church were more likely to favor discontinuation of FGM.
8
 Additionally, those who 
believe that FGM is religiously important are less likely to discontinue the practice.8 Therefore, 
both health care providers and religious leaders can play important roles in the prevention of 
FGM and the discontinuation of this practice. Implementation of double education strategies for 
the mothers, one starting when they become pregnant, during every antenatal visits where 
obstetricians, midwives, and nurse practitioners can discuss the FGM practice and its 
consequences on health women’s and girl’s rights. Second, it includes asking mothers about her 
intentions to circumcise her future daughters. 
 In addition to those who have intention to circumcise their daughter and circumcised 
mothers, intervention efforts should focus messages on reaching those who live in rural areas and 
those who have no or only primary education as they have increased likelihood of having a 
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circumcised daughter. Targeting women during pregnancy can help in changing mother’s 
perceptions about FGM before she decides whether she will circumcise her daughter. This will 
ensure prevention of FGM during their infancy period. Similarly, a second education message 
can be delivered by pediatricians who will continue discussing FGM practice and its 
consequences on girls and address any mother’s questions and concerns during well-child and 
vaccination visits. By this, the education message will be very organized and delivered to the 
mother by professional people whom they trust. Community and religious leaders with strong 
support from religious institutions can change the ideas of people about FGM practice, especially 
in rural areas where people trust and follow them.          
X. Strengths and limitations 
This study used three different, nationally representative datasets to explore the 
association between five sociodemographic factors and the likelihood of having a least one 
circumcised daughter. However, this study has limitations. First, although still significant, many 
odds ratios have wide confidence intervals, meaning that they are less precise. Second, because 
the DHS did not ask the questions to the same individuals each year, the change in odd ratios 
(whether they increase or decrease) does not reflect the change in the beliefs and behaviors of the 
same individuals over thirteen years. Third, this study is a secondary data analysis and some of 
control variables are missing from some datasets, such as socioeconomic status in 1995 and 
2000, religion in 2000, and there were missing data for some variables that exist in the datasets. 






Because of the results of this study that showed that older mothers are more likely to have 
a daughter circumcised, future studies that explore the role of a daughter’s father and her 
grandparents (especially the grandmother) in decisions about their child’s circumcision can help 
in understanding how the decision of the girl’s circumcision is made. This can help in deciding 
who will be targeted by intervention strategies, in addition to mothers.  
XII. Conclusion 
Female genital mutilation (FGM) in Egypt is not associated with level of father’s 
education, father employment status, and mother marrying up/marrying down in educational 
level. Also, the preference of daughter’s parents for circumcision is “aging out”, meaning new 
generations of mothers and fathers are not choosing to circumcise their daughters, compared to 
older generations of mothers and fathers. 
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Figure1: Percentages of ever married women who had at least one daughter circumcised in 
1995, 2000, and 2008 
 
































Table 1: WHO definition and classification of Female Genital Mutilation 
Type Definition and Subtypes 
Type one (clitoridectomy) Complete or incomplete cutting of clitoris with or without the 
prepuce. 
- Type Ia is cutting and removal of clitoris or the prepuce 
- Type Ib is cutting and removal of both the clitoris and the 
prepuce 
 
Type two (excision) Complete or incomplete cutting and removal of the clitoris, labia 
minora with or without excision of the labia majora. 
- Type IIa is removal of labia minora 
- Type IIb is complete or incomplete removal of labia minora 
and the clitoris 
- Type IIc is complete or incomplete cutting and removal of 
labia minora, clitoris and labia majora 
Type three (infibulation) Complete or incomplete removal of whole external genitalia with 
narrowing of vaginal opening 
- Type IIIa, cutting and apposition of the labia minora 
- Type IIIb, cutting and apposition of the labia majora. 
Type four Any other form of harmful practices to the female genital organs for 
non-medical causes that not include cutting or removal of genital 














Table 2: The percentage of the ever-married women had at least one daughter circumcised 
according to respondent’s age 
Mother’s 
age 
1995 2000 2008 
45 - 49 1521 (87.7%) 1742 (88.4%) 831(34.1%) 
40 - 44 1419 (78.9%) 1520 (79.9%) 1106 (43.2%) 
35 - 39 1412 (65.3%) 1437 (64.2%) 1021 (38.46%) 
30 - 34 820 (38.8%) 739 (33.7%) 513 (17.68%) 
25 - 29 279 (11.47%) 219 (11%) 152 (3.2%) 
20 - 24 46 (2.72%) 21 (1.5%) 20 (0.36%) 




Table 3: The percentage of the ever-married men who had at least one daughter 
circumcised according to respondent’s age 
Men’s age 1995 2000 2008 
≥ 75 517 (82.75%) 86 (88.03%) 54 (30.71%) 
56 - 74 159 (83.44%) 181 (82.38%) 62 (24.83%) 
55 - 64 862 (83.71%) 925 (85.58%) 437 (34.08 %) 
45 - 54 1990 (76.32%) 2529 (76.03%) 1716 (39.36%) 
35 - 44 1710 (43.59%) 1704 (41.14%)   1237 (22.28%) 
25 - 34 261 (8.89%) 208 (8.44%) 121 (1.97%) 












Table 4: The number and percent of respondents according to some sociodemographic 
characteristics in 1995, 2000, and 2008   
 Number and percent of ever-married women included in the study in three 
DHS surveys 
Demographic characteristic 1995 2000 2008 
Father work status    
Not working 204 (1.51%) 61 (0.43%) 569 (3.47%) 
Working 13285 (98.49%) 14235 (99.57%) 15825 (96.53%) 
Total 13489 (100%) 14296 (100%) 16394 (100%) 
Father education level    
No education 4632 (31.41%) 4635 (29.76%)  3736 (22.61%) 
Primary education 4080 (27.67%) 3365 (21.64%) 2815 (17.03%) 
Secondary education 4446 (30.15%) 5502 (35.38%) 7556 (45.72%) 
Higher 1587 (10.76%) 2051 (13.19%) 2418 (14.63%) 
Total 14745 (100%) 15553 (100%) 16525 (100%) 
Mother marrying up 5148 (34.83%) 4813 (30.91%) 4465 (100%) 
Mother marrying down 1667 (11.28%) 1700 (10.92%) 2143 (12.97%) 
Mother marrying equal 7964 (53.98%) 9060 (58.18%) 9919 (60.02%) 
Total 14779 (100%) 15573 (100%) 16527 (100%) 
Mother’s age    
15 - 19 704 (4.76 %) 595 (3.82%)         636 (3.85%)         
20 - 24 2167 (14.66% )       2246 (14.42%)        2621 (15.86%)        
25 – 29 2770 (18.74 %)      2844 (18.26%)        3318 (20.08%)        
30 -34 2606 (17.63%)     2701 (17.34%)        2703 (16.36%)        
35 – 39 2554 (17.28%)       2688 (17.26%)        2553 (15.45%)        
40 – 44 2003 (13.55%)        2223 (14.27%)        2440 (14.76%)        
45 - 49 1975(13.36%)       2276 (14.62%)       2256 (13.65%)       
Total 14779 (100%) 15573 (100%) 16527 (100%) 
Father’s age    
15- 24 496 (3.36%)        525 (3.37%)         704 (4.26%)         
25- 34 4188 (28.34%)        4167 (26.76%)        4861 (29.41%)        
35- 44 4820 (32.61%)        5308 (34.08%)        5252 (31.785%)        
45- 54 3063 (20.73%)        3875 (24.88%)        4114 (24.89%)        
55- 64 1169 (7.91%)        1279 (8.21%)        1198 (7.25%)        
65- 74 242 (1.64%)        290 (1.86%)        227 (1.37%)        
≥ 75 801(5.42%)       129 (0.83%)       171 (1.03%)       







Table 5: Bivariate analysis for sociodemographic factors in 1995, 2000, and 2008. 
 Percentage of women with daughters whose daughters were circumcised in three DHS surveys 
 1995 2000 2008 













Father education     
No education Reference group   
Primary education 0.653 0.000 0.578 – 0.739 0.693 0.000 0.614 – 0.781 0.766 0.000 0.684 – 0.859 
Secondary education 0.309 0.000 0.274 – 0.349 0.249 0.000 0.220 – 0.282 0.393 0.000 0.355 – 0.435 
Higher 0.162 0.000 0.132 – 0.198 0.132 0.000 0.110 – 0.159 0.2609 0.000 0.2204– 0.308 
Father work status    
Not working Reference group   
Working father 0.412 0.000 0.272 – 0.625 0.710 0.280 0.381- 1.322 0.704 0.001 0.576 – 0.861 
Marry up  
Women who marry down or marry equal are the  Reference group 
Marry up 1.023 0.619 0.934 – 1.120 1.199 0.000 1.090 – 1.318 1.541 0.000 1.409 -1.684 
Marry down  
Women who marry up  or marry equal are the  Reference group 
Marry down 1.124 0.106 0.975 – 1.296 0.843 0.015 0.735 – 0.966 0.655 0.000 0.574 – 0.748 
Mother’s age  
15- 19 0.291 0.053      .0833 - 1.017 Empty (no observations) 0.348  0.311      0.045 - 2.690 
20- 24 Reference group 
25 – 29 4.616 0.000      3.162 - 6.737 8.053   0.000      4.476 - 14.491 9.1022    0.000     5.344 - 15.503 
30 -34 22.668  0.000 15.40 -33.349 32.958    0.000      18.82 - 57.704 58.995 0.000 35.422 - 98.25 
35 – 39 67.306 0.000 46.05 - 98.373 116.022    0.000      66.27 - 203.12 171.66    0.000 102.8  - 286.5 
40 – 44 133.85 0.000 91.63 - 195.51 257.158    0.000      145.6 - 454.04 209.57 0.000 125.96 -348.6 
45 – 49 255.03 0.000 172.03 -378.07 493.849    0.000      275.7 - 884.59 142.37    0.000 85.29- 237.64 
Father’s age  
15- 24 Reference group 
25- 34 36.474 0.000      5.009 - 265.5 0.298    0.000      0.193 - 0.459 0.787    0.397      0.452 -  1.369 
35- 44 288.628 0.000      39.86 - 2089.68 2.260   0.000      1.513 -  3.378 11.237 0.000      6.753 - 18.7001 
45- 54 1203.93 0.000      166.05 -8728.91 10.260    0.000      6.720 - 15.665 25.436 0.000      15.197 - 42.572 
55- 64 1920.33 0.000      263.03 -14019.9 19.196    0.000      12.306 - 29.943 20.266 0.000      12.126 - 33.872 
65- 74 1882.00    0.000      246.1- 14389.2 15.117    0.000      8.524 - 26.809 12.943 0.000      7.005 - 23.912 












Table 6: Multivariate analysis for sociodemographic factors in 1995, 2000, and 2008. 
 Percentage of women with daughters whose daughters were circumcised in three DHS surveys 
 1995 2000 2008 













Father education     
No education Reference group   
Primary education 1.2007 0.365      0.807 - 1.785 1.062    0.706      0.773 - 1.460 1.205 0.138      0.941 -  1.541 
Secondary education 1.135 0.677      0.623 - 2.068 0.763    0.239      0.487 - 1.197 1.341 0.096      0.949- 1.896 
Higher 0.919  0.856      0.370 - 2.280 0.474   0.037      0.235 - 0.954 1.4009 0.243      0.795 - 2.468 
Father work status    
Not working Reference group   
Working 1.267 0.315      0.797 - 2.015 1.403    0.476      0.551 - 3.574 1.179 0.151      0.941 - 1.477 
Marry up  
Women who marry down or marry equal are the  Reference group 
Marry up 0.940 0.770      0.623 - 1.419 1.137    0.441      0.819 - 1.578 0.961 0.767      0.741 - 1.246 
Marry down  
Women who marry up or marry equal are the  Reference group 
Marry down 1.343 0.120      0.925 - 1.951 1.204    0.287      0.854 - 1.696 1.168 0.204      0.919 - 1.485 
Mother’s age  
15- 19 0.365 0.121      0.102 - 1.307 Empty (no observations) 0.297 0.251      0.0374 - 2.359 
20- 24 Reference group 
25 - 29 3.607 0.000      2.398 - 5.426 6.152    0.000      3.303 - 11.458 6.484 0.000      3.748 - 11.220 
30 -34 15.142 0.000      9.784 - 23.435 21.484    0.000      11.687 -39.493 30.167 0.000      17.72 - 51.349 
35 - 39 37.937 0.000      24.13 - 59.634 65.27    0.000      35.339 - 120.54 75.297 0.000      44.18 -  128.30 
40 - 44 71.034   0.000      44.99 - 112.133 129.164    0.000      68.73 - 242.71 84.498 0.000      49.59 - 143.95 
45 - 49 116.937 0.000      72.609 - 188.32 239.614    0.000      124.34 - 461.75 57.426 0.000      33.48 - 98.489 
Father’s age  
15 - 24 Reference group 
25- 34 10.607 0.025      1.351 -  83.237 2.389    0.079      0.904 - 6.309 0.606 0.106      0.3306 - 1.112 
35 - 44 23.853 0.003      3.018 - 188.51 5.684    0.001       2.118 - 15.256 2.093 0.014       1.163 - 3.768 
45 - 54 41.463 0.000      5.19 - 331.166 9.385    0.000       3.469 -25.391 2.739 0.001      1.524 - 4.921 
55 - 64 40.729 0.001 5.061 - 327.74 9.549    0.000       3.433 -26.5634 2.067 0.014      1.160 - 3.686 
65 - 74 32.008 0.002      3.736 - 274.22 7.048    0.002      2.103 -23.623 1.101 0.779       0.5603 - 2.164 




Not circumcised Reference group 
Circumcised mother 32.853 0.000      10.212 - 105.69 24.931    0.000      9.808 - 63.366 10.797 0.000      4.957- 23.517 
Mother education  
No education Reference group 
Primary education 0.813 0.210      0.588 - 1.124 0.905    0.478        0.688 - 1.191 1.002 0.980      0.812 - 1.237 
Secondary education 0.315     0.000      0.174 - 0.570 0.353    0.000      0.227 -  0.549 0.631 0.009      0.448 - 0.889 
Higher 0.079 0.000      0.028 - 0.222 0.112   0.000      0.050 - 0.250 0.203 0.000      0.111 - 0.372 
Mother work status    
Not working Reference group 
Working 0.850 0.095      0.702 - 1.028 0.793    0.009      0.667 - 0.943 0.9901     0.883      0.8672 -  1.130 
Place of residence    
Urban Reference group 
Rural 1.4090 0.000      1.208 - 1.642 1.556    0.000      1.313 - 1.846 1.380 0.000      1.213 - 1.571 
Religion  No data available for 2000  
Muslims Reference group 
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Christian  0.512    0.000      0.366 - 0.717 - 0.5020 0.000      0.378 -  0.666 
Socioeconomic status No data available for 1995 No data available for 2000    
Poorest Reference group 
Poorer  0.781 0.001      0.677 - 0.901 
Middle  0.679    0.000      0.581 - 0.794 
Richer  0.494   0.000      0.4108 - 0.594 
Richest  0.392  0.000      0.3104 - 0.497 
 
